Introduction
Perinatal depression is a public health problem throughout the world (Almond, 2009; Oates et al., 2004; World Health Organisation, 2010) with prevalence for major and minor depression, ranging from 6.5% to 12.9% during the first postnatal year (Gaynes et al., 2005) . Most women who have self-reported symptoms of postnatal depression (PND) have also reported symptoms of antenatal depression (Heron et al., 2004) . Risk factors for postnatal depression include lack of social support, a history of depression, stressful life events during pregnancy and domestic violence (Lancaster et al., 2010; Robertson et al., 2004) . There is a potential impact of PND on the motherinfant relationship, and on child development outcomes (Murray et al., 2010) . For women who have mental health problems in pregnancy, her infant and child is more likely to have emotional and learning problems (Glover, 2014) .
Effective treatments are available for PND, but it is less clear whether strategies for preventive interventions in pregnancy are effective for both mothers (Dennis and Allen, 2008) and their infants and whether those interventions should be targeted towards women who are at greater risk of developing PND (Fontein−Kuipers et al., 2014) . A systematic review of psychosocial and psychological preventive interventions reported a beneficial effect on the prevention of depressive symptomatology, especially in the short term (Dennis, 2013) . In contrast, a metaanalysis, did not find that maternal distress was significantly reduced by preventive interventions (Fontein−Kuipers et al., 2014) . Antenatal interventions have the potential to help not only the mother, but her infant in the longer term (Glover, 2014) .
Providing support for women by preventive interventions is considered important to mitigate the potential negative outcomes of PND (Coe and Barlow, 2013) . For preventive interventions to be effective, they have to be acceptable. Furthermore, it is important to assess the views of participants and those delivering health care in order to factor in important considerations when developing new interventions.
Women say they prefer health professionals who are supportive, caring, and who show an interest to help them feel that they can disclose their true feelings when identifying symptoms of depression (Brealey et al., 2010) . For interventions to manage PND, women said the relationship with the health visitor as an individual was important in determining whether they would seek help and accept support (Slade et al., 2010) .
Research studies have established that pregnant women prefer nonpharmacological interventions and are reluctant to take medication because of fear of affecting their developing baby (Wisner et al., 2009) hence the importance of the availability of alternative, non-invasive, interventions for the prevention of PND. In contrast, little is known in general about the views and experiences of women taking part in preventive interventions and what the health care professionals delivering the interventions believe. To our knowledge there is no published qualitative evidence synthesis that explores women and HCPs' views and experiences of these interventions. The purpose of the study was to apply rigorous methods of systematic reviewing of qualitative studies to provide a detailed service user and service provider perspective on the uptake, acceptability, and potential harms of antenatal interventions and postnatal interventions for preventing PND.
Methods

Search methods and search outcome
Searches for qualitative studies were conducted in November and December 2012, and updated in December 2014. The topic search devised for clinical effectiveness studies was limited using a qualitative filter and additionally run with a mixed methods filter (devised in collaboration with AB) to find papers that use quantitative and qualitative methodology. Search results were merged and de-duplicated using manual checking within the Reference Manager software (Thomson Reuters, Philadelphia, PA, USA).
Study selection
A two-stage sifting process for inclusion of studies (title and abstract then full paper sift) was undertaken. Titles and abstracts of the qualitative studies were scrutinised by one assessor (AS) using the inclusion and exclusion criteria. Full papers were obtained for potentially included studies and where the abstract provided too little information.
The PICOS (Population, Intervention, Comparators, Outcomes, Study designs) process was used to define the inclusion and exclusion criteria:
• Population: Included studies examined either populations of pregnant women or postnatal women (up to the end of the first postnatal year), or their HCPs. Studies were excluded if they reported on pregnant women or postnatal women with preexisting depression or other comorbid psychiatric disorders or major medical problems.
• Interventions: Included studies reported experiences of women and HCPs who had taken part in preventive interventions for PND.
• Comparators: All comparators were considered. • Outcomes: All outcome measures were considered.
• Study designs: Studies containing qualitative data, from qualitative or mixed methods studies, in order to examine perceptions of the interventions, including issues of acceptability and perceptions of potential harm or adverse effects were included.
Quality assessment
The methodological quality of individual studies meeting the inclusion criteria was appraised by two reviewers (AS and AB) using an abbreviated version of the Critical Appraisal Skills Programme (CASP) quality assessment tool for qualitative studies (Critical Appraisal Skills Programme (CASP) 2014) and the CerQual (now Confidence in the Evidence from Reviews of Qualitative research) approach (Glenton et al., 2013) . The CerQual approach aims to assess how much certainty could be placed in the qualitative research evidence. A summary assessment was made for each study, based on the methodological quality of each included study and the coherence of the review findings (the extent to which a clear pattern was identifiable across the individual study data). Coherence was assessed by examining whether the review findings were consistent across multiple contexts and incorporated explanations for variation across individual studies. Coherence was strengthened where individual studies contributing to the findings were drawn from a wide range of settings.
Review findings were subsequently graded as high, moderate, low, or very low according to: the CASP assessment; the number and richness of the data in the studies; the consistency of the data across the studies, across study settings and populations; and the relevance of the findings to the review question.
Data extraction and data synthesis methods
Data extraction for all included studies was undertaken by AS using a tool devised for the qualitative evidence synthesis. A 20% sample of data extractions were checked by AB. Where data for included studies were missing, reviewers attempted to contact the authors at their last known email address. Selective extraction of findings (Noyes and Lewin, 2011) was undertaken where only the data pertaining to interventions to prevent PND were extracted, and data relating to other experiences of participants were not extracted. Extracted data included information on the basic characteristics of the study: country, setting, population, study design; the characteristics of the intervention; reported evidence from women and HCPs identified in the results and discussion sections, and author comments and interpretation. To extract the findings of the studies, a framework for extraction was developed by AS to elicit data extraction elements related directly to the review question, the framework elements are listed in Table 1 .
Synthesis of the qualitative research was undertaken by highlighting women's and HCPs' issues around the acceptability of interventions, using the data extraction framework and thematic synthesis to organise all extracted data and aggregate the findings (Thomas and Harden, 2008) . Within the framework categories meta-themes and sub-themes were developed by coding the data. 1 What women found helpful as part of an intervention 2 What HCPs thought was helpful as part of an intervention 3 What women thought didn't help as part of an intervention 4 What HCPS thought didn't help as part of an intervention 5 What women thought they needed from an intervention 6 Women's perceived barriers to accessing an intervention, and HCPs perceived barriers to delivering an intervention or facilitating access to an intervention
Results
The initial electronic searches identified 2131 records after duplicate removal and 20 further records were retrieved from other sources. One fifth of the total citations identified by the initial electronic database searching (n=2131) were checked for inclusion or exclusion by AB (n=427). The kappa statistic 0.79 indicated an acceptable level of agreement. The update searches identified a further 451 records after duplicate removal. 2602 records were screened by title and abstract and 2434 were excluded. Of the remaining 168 records, 29 citations (representing 22 unique studies) were included. The PRISMA diagram outlining the identification of relevant included qualitative studies and reasons for exclusion of full text articles are provided in Fig. 1 .
Study and participant characteristics
As shown in Table 2 , of the 22 included studies, three were undertaken in the UK, eight in the US, one in Sweden, one in Ireland, four in Australia, four in Canada, and one in China. The studies contained qualitative data from 982 service users (where reported), and from 43 HCPs (where reported). Service provider data came from four clinicians, three nurses, six certified nurse-midwives and two medical assistants, three physicians, five health centre staff and five administrators, support workers, midwives and health visitors (n not reported), and from peer volunteers (n not reported). Two studies related to psychological interventions, five to social support interventions, one was an educational intervention, nine were midwifery led interventions (all relating to the Centering Pregnancy initiative) two related to the organisation of maternity care and three were classed as complementary or alternative medicine interventions (CAM). The majority of the interventions were primarily delivered in the antenatal period followed by an early post-natal session. The age range of the women was reported in 10 studies, and was from 13-45 years. Ethnicity was reported in 11 studies. 
Study quality
All studies met the requirement to report either qualitative research or qualitative data within mixed methods studies, indicated in Table 3 . All included studies also adequately described the context and aims of the study. Few studies (n=6) demonstrated evidence of researcher reflexivity (that is, awareness of the researcher's contribution to the construction of meanings throughout the research process and an acknowledgment of the impossibility of remaining 'outside' of one's subject matter while conducting research). Where studies did describe reflexivity explicitly, these descriptions were brief. However, other studies illustrated that reflexivity in the research process had been incorporated, evidenced, for example, by making changes to the interview guide as necessary and responding to participants' wishes. All 22 studies provided adequate descriptions of recruitment methods, just over half (n=15) provided adequate descriptions of data collection methods, although such descriptions tended to be brief. Interviews were the most common method of data collection (n=16), supplemented by other methods such as focus groups and observation in three of these studies. Qualitative data came from open-ended questions within a questionnaire in three studies. Two studies used focus groups and one study used online messages. Thirteen studies provided an adequate description of data analysis methods, and 13 studies provided in-depth, detailed and rich data.
The absence of detail in the remaining studies may have been, in part, due to limitations imposed by journal reporting requirements.
Certainty of the review finding
The CerQual approach (Glenton et al., 2013) was used to assess the certainty of the review findings across all intervention types. These were graded as high, moderate, low or very low. There were 37 findings from the accounts of the women themselves: nine assessed as moderate, 25 as low, and three of very low certainty. For HCPs' evidence, there were 25 findings: one finding was assessed as moderate certainty; 18 were assessed to be of low certainty; and six were very low certainty. No findings were assessed as high certainty.
Qualitative evidence synthesis
Findings were synthesised across all intervention types and organised according to the questions outlined in the data extraction framework items as detailed in the methods section. Within these a number of important themes emerged. Each metatheme, together with sub-themes where applicable, with examples and an estimate of the strength of the evidence are presented in Tables 4-9. The most important over-arching themes across both women and HCPs, as indicated by the strength of the evidence, are synthesised further within the following narrative synthesis. The references cited for each finding in the synthesis represent the number of studies contributing to that particular finding. Peer support Peer support, providing reassurance, normalisation of experiences, emotional support, practical advice, informational advice. Achieved through reading about peer experiences (Evans et al., 2012) sharing experiences (Andersson et al., 2012; Kennedy et al., 2009 ) the development of friendship, relationships and forming a connection with others (Doran & Hornibrook 2013) .
Moderate (4) Moderate
Family support Practical and emotional support from the family facilitated by educating family members, through provision for fathers/partners to join the group to be supported, (Kennedy et al., 2009 ) and partners being encouraged to be actively involved in intervention (Teate et al., 2011) through family joining the group and participants teaching their partner or mother the song learned in the group (Carolan et al., 2012b) .
Moderate (2); Low (1)
Moderate
Educating the intervention recipients about 'doing the month' to facilitate development of a relationship with the mother-in-law, leading to practical support (Gao et al., 2012) .
Moderate (1) Moderate
Health professional support Health professionals had concern for participants, providing emotional and practical support. Discussion with nurse (Scott 1987 ) support worker (Morrell 2002) or social support from the midwife through telephone follow up (Gao et al., 2012) were helpful. Non-judgemental support (Coe and Barlow, 2013; Dubus 2014) Moderate (4); Low (1) Moderate Partner support
Partners' support in applying techniques learned through the intervention, which went on to facilitate better communication between the partners (Migl, 2009; Teate et al., 2011) High (1); Low (1) Low Empowerment (n=6/22) Education / Active participation in own health care)
Participants empowered by being allowed to weigh themselves (Kennedy et al., 2009 ) providing education and information (Doran and Hornibrook, 2013; Gao et al., 2012; Klima et al.,2009 ).
Moderate (4) Moderate
Learning Practical Strategies/ skills/knowledge
Learning practical strategies, such as singing (Carolan et al., 2012b) , problem solving skills, mind-body exercise (MBE) and techniques (Migl, 2009 ) to be applied during pregnancy or in the postpartum. These included the ability to calm the infant (Carolan et al., 2012b) and gaining information about sensitive subjects such as PND (Gao et al., 2012) and realistic information about motherhood, thus helping participants accept the reality of early motherhood (Gao et al., 2012) . Yoga provided emotional preparation for birth (Doran and Hornibrook, 2013) .
Moderate (3);
High (1) Moderate Self esteem Interventions promoted abilities in dealing with offers of support and asking for support, and developing a good relationship with mother-in-law to be empowered to ask for help (Gao et al., 2012) .
Moderate (1) Low
Time out/ Relaxation/ Socialisation (n=2/22) Reduction of stress and anxiety, and countering isolation by the provision of socialisation in a group (Carolan et al., 2012b) or via a one to one intervention (Morrell, 2002) .
Moderate (1); Low
Low Physical preparation/recovery (n=1/22) Yoga practice as part of the group intervention promoted preparation for birth and quicker physical recovery from birth (Doran and Hornibrook 2013) .
Moderate (1) Low
Reduced waiting times (n=1/22) A group, rather than individual format resulted in reduced waiting times (Teate et al., 2011) .
Low (1) Very Low
Continuity of care (n=1/22) Group intervention promoted continuity of care (Andersson et al., 2012) .
Moderate (1) Low
Connecting with the baby (n=1/22) Yoga aspect of group intervention promoted connection with unborn baby (Doran and Hornibrook, 2013) .
Safe space (n=1/22) Group intervention provided a safe space (Doran and Hornibrook, 2013) .
Certainty is based on quality of individual studies, rated as low, moderate or high; number of studies contributing to the finding, few, moderate or several; the intervention settings across the studies, either single or multiple; the population of the individual studies either single or multiple; and the richness of the evidence, low, moderate or high CerQual. (Glenton et al., 2013) .
Synthesis of findings from women and HCPs
Support
Across all intervention types support was perceived by women and HCPs as a key mechanism in preventive interventions. In group interventions the main mechanism of prevention was peer support. Specifically, this support came in the form of emotional and informational support derived from sharing experiences, the normalisation of experiences by other group members (Wheatley et al., 2003; Wheatley and Brugha, 1999) and exchanging advice (Andersson et al., 2012; Kennedy et al., 2009; Klima et al., 2009; Lehman, 2012; McNeil et al., 2012 McNeil et al., , 2013 Novick et al., 2012; Tanner-Smith et al., 2012; Teate et al., 2011) . Service providers (Shanok, 2007; Wheatley and Brugha, 1999) , also reported that the intervention was effective when the group was supportive. Few women reported a dislike for a peer group environment, and in these cases this appeared to be due to a preference for privacy (Andersson et al., 2012; Wheatley et al., 2003) .
Partners' involvement in the group interventions was welcomed by the majority of participants (Andersson et al., 2012; Kennedy et al., 2009; Klima et al., 2009; Lehman, 2012; McNeil et al., 2012 McNeil et al., , 2013 Novick et al., 2012; Tanner-Smith et al., 2012; Teate et al., 2011; Wheatley et al., 2003; Wheatley and Brugha, 1999) with a smaller number reporting that they themselves felt uncomfortable with the partners' presence, (Andersson et al., 2012; Kennedy et al., 2009) or the partners felt uncomfortable with certain aspects of the intervention, such as intimate discussion (Novick et al., 2012) . Partners' input away from the intervention setting was reported as valuable in interventions where learning strategies were the key component (Migl, 2009) , and, additionally, this activity was credited as serving to improve communication between the women and their partners. Recipients also reported that the intervention helped them to harness support from family members (Gao et al., 2012; Wheatley and Brugha, 1999) .
Women found the Midwives' support and group skills in running the intervention helpful (Andersson et al., 2012; McNeil et al., 2013; Teate et al., 2011) since they were able to pay attention to women's concerns and offer women solutions. In contrast, the skill of the midwife was raised as an important factor in the success of the intervention;
"I was disappointed that the midwife did not ask about the wishes of the group" (participant) (Andersson et al., 2012) .
HCPs reported that better relationships could be developed between provider and users when delivering care in a group setting (Klima et al., 2009; Tanner-Smith et al., 2012) , and furthermore, that better relationships between different HCPs involved in prenatal care could be developed when using such interventions in comparison to usual care. It was felt by HCPs that such improved relationships led to enhanced care (Klima et al., 2009; Tanner-Smith et al., 2012) . In individual interventions, which included social support interventions and organisation of maternity care interventions (Dennis, 2010; Morrell, 2002; Myors et al., 2014; Scott, 1987 ) support primarily came from the relationship between the women and the HCP. In these cases that relationship became a very important aspect of the intervention, providing emotional and informational support. Women reported that they were able to rely on the service and that if they needed the service urgently it was available to them;
"…the service was closing and I just rang up and was like 'I really need some help', and they called me straight back the next day…(M)y clinical nurse…immediately started seeing me within a week because they…could see how desperate I was for some help…"(participant) (Myors et al., 2014) .
However, some women reported that they did not understand the role of the maternal and child health nurse;
"…I never thought I had a right to talk about emotional problems as I was never told what the role of the nurse covers" (participant) (Scott, 1987) .
In other studies HCPs expressed concern that over reliance and dependency on the service may became harmful if it were to end (Morrell, 2002) . One to one support from the HCPs, such as a telephone follow up, as an addition to a group intervention was also reported as helpful by recipients (Gao et al., 2012) . 
Certainty in CERQual
Peer support through sharing experiences providing reassurance, normalisation of experiences, emotional support, practical support and informational advice (McNeil et al., 2013; Morrell, 2002; Tanner-Smith et al., 2012) .
Moderate (1); Low (2) Moderate Education, group environment provided more opportunity for teaching (Klima et al., 2009; Tanner-Smith et al., 2012) Moderate (1); Low (1)
Low
Active participation in women's own health care (empowerment), the group environment allowed more time to be allocated to this (McNeil et al., 2013; Klima et al., 2009) Moderate (2) Better communication between provider and user facilitating information exchange in the group setting (McNeil et al., 2013) .
Moderate (1) Health professional developed better relationships with service users in the group setting (McNeil et al., 2013) .
Moderate (1) Provision of richer care provided in a group setting (McNeil et al., 2013; Tanner-Smith et al., 2012) .
Moderate (1); Low (1) Women's enthusiasm about a group setting served to increase participation (Klima et al., 2009 ).
Moderate (1)
Group setting allowed more women to be seen in same amount of time, addressing waiting time issues (Klima et al., 2009 ).
Sensitivity to the women and to approach issues in a subtle and non-threatening manner (Scott, 1987) .
Things helpful for the health professionals delivering the intervention (n=3/22) Group setting resulted in more efficient use of time (McNeil et al., 2013) .
Moderate (1) Low
The group intervention was enjoyable, satisfying and rewarding (McNeil et al., 2013; Tanner-Smith et al., 2012) .
Moderate (1);
Low (1) Delivering an innovative (group) intervention brought recognition to the site (health centre) (Klima et al., 2009 ). 
Moderate (1)
Certainty in CERQual
Lack of support, due to partners feeling uncomfortable with discussions and thus disengaging (Kennedy et al., 2009 ).
Moderate (1) Low
Inability to implement learned strategies without the support of the group (Migl, 2009 ).
High (1) Moderate
Difficult to raise questions with partners present at group intervention (Andersson et al., 2012; Kennedy et al., 2009 ).
Moderate (2) Moderate
An unexpected emotional response, due to the application of the strategies learned in the group (singing) resulting in a 'profound' emotional response (Carolan et al., 2012b) .
Moderate (1) Low
Feeling rushed by health professional during the intervention (Kennedy et al., 2009 ).
Moderate (1) Lack of privacy during the intervention (Kennedy et al., 2009 ).
Moderate (1) Lack of consideration for workload, specific to a service in a military setting (Kennedy et al., 2009 ).
Moderate (1) Midwife being too controlling, and not asking about the wishes of the group (Andersson et al., 2012) .
Moderate (1) Service was not family centred and older children were not welcome (Kennedy et al., 2009 ).
Moderate (1) Service providers were scrimping and cost saving on care. (Women were asked to deliver their own samples to the laboratory) (Kennedy et al., 2009 ).
Moderate (1)
Not being able to implement strategies, due to forgetfulness (Migl, 2009) .
High (1) The two-hour session was too long (Teate et al., 2011) . Low (1) A long interval between first and second group meetings (Andersson et al., 2012) .
Empowerment
In a number of interventions, the provision of education relating to pregnancy and labour was a key component (Andersson et al., 2012; Kennedy et al., 2009; Klima et al., 2009; Lehman, 2012; McNeil et al., 2012 McNeil et al., , 2013 Novick et al., 2012; Shanok, 2007; Tanner-Smith et al., 2012; Teate et al., 2011; Wheatley and Brugha, 1999) . Participants of the Centering Pregnancy intervention reported that they felt they had sufficient information and were well prepared for pregnancy and labour. Providers of the Centering Pregnancy intervention (Klima et al., 2009; Tanner-Smith et al., 2012) agreed there was more opportunity for teaching and providing enhanced education. However, a small number of respondents felt that they did not have enough information about labour, birth and parenting, in particular the early postnatal weeks and about coping and caring for a new born (Teate et al., 2011) . Although some reported they only became aware of this gap in their knowledge during the postnatal period when the intervention had ended;
"At the time, we were given ample information. I was very well informed for my birth. More information about coping with a new born would be helpful" (participant) (Teate et al., 2011). It has been suggested that the incongruity between expectations and reality of motherhood may contribute to the development of PND (Beck, 2002) . Although this is not an established risk factor for PND, a lack of knowledge in this early postnatal period might exacerbate feelings of anxiety particularly if expectations are unrealistic.
Women valued practical strategies learned during interventions, such as mind-body exercises and singing lullabies for use in the postnatal period (Carolan et al., 2012b; Migl, 2009) . Benefits included the ability to prevent panic attacks, and combat physical symptoms of stress. However, women expressed some difficulty in being able to apply techniques in practice (Migl, 2009) , together with concerns that the use of the learned strategies could result in unexpected emotional responses (Carolan et al., 2012b) .
Participants reported that the interventions promoted active participation in their own health care (Wheatley and Brugha, 1999) , and building self-esteem and confidence were also reported as resulting from a number of the interventions (Carolan et al., 2012b; Doran and Hornibrook, 2013; Gao et al., 2012; Myors et al., 2014) . Recipients of one intervention (Wheatley and Brugha, 1999) reported that they were able to gain information about sensitive subjects such as PND (Wheatley and Brugha, 1999) , although, the authors reported that women appeared to want information about PND but were reluctant to ask for this information for fear that they would be thought of as 'going mad'. The authors concluded that some participants avoided information about PND as they believed a lack of knowledge could operate as a protective factor. When this information about PND was provided to them in the context of the intervention it appeared most were receptive to it. Furthermore, the authors (Wheatley and Brugha, 1999) raised the point that the way the intervention was presented to them may have caused them to make an assumption that they were considered as being at increased vulnerability for PND, but as this was never confirmed it may have left them with unresolved questions and anxieties.
What constituted empowerment also appeared to differ slightly for younger mothers. Teenage mothers considered empowerment to be an important aspect of an interpersonal psychotherapy (IPT) intervention (Shanok, 2007) . They appreciated being active participants in their own health care, and were empowered to ask for help. Being able to self-advocate and establish personal boundaries was interpreted by the authors as one benefit of IPT in this study.
Practical implications for service delivery
Whilst support and empowerment emerged as meta-themes relating to helpful aspects of interventions, with a number of studies and findings contributing, the findings relating to unhelpful aspects, barriers, and views of HCPs overall were somewhat fewer in number. This therefore lowered the strength of this evidence. However, that is not to say that simply because a finding was retrieved from a smaller number of studies the views of that participant should necessarily be understated. The number of studies relating to each finding is shown in each of the results tables. Both women and HCPs reported the importance of facilitating access to the intervention across several studies. Suggestions for improvement included altering the format and timing of the session (Wheatley and Brugha, 1999 ) and making provision for child care (Kennedy et al., 2009 ). Barriers to attendance might have differential implications for the uptake of the interventions, which may have a disproportionate effect on those who could have benefited most from the intervention, such as at risk groups. Women also made suggestions for the within session balance of the group discussions such as allowing more time for sharing experiences with peers (Wheatley and Brugha, 1999) . Women reported both wanting help and support (Myors et al., 2014) and particularly information about PND (Wheatley and Brugha, 1999) but were reluctant to ask for this due to problems associated with stigma and being intimidated by accessing a service (Myors et al., 2014) . Restricting service to selective groups, through staff and provider bias, for example only for teens (Tanner-Smith et al., 2012) .
Moderate (1) Low
Difficulties in funding the service (Klima et al., 2009; Tanner-Smith et al., 2012.) Moderate (2) Difficulties in facilitating access to the service, due to work conflicts for service providers and transportation difficulties for women attending groups. Also support workers travelling to women's homes (Morrell, 2002; Tanner-Smith et al., 2012) .
Low (2) Women's resistance to the intervention or discontinuation of the intervention due to participants' resistance to a group format (Tanner-Smith et al., 2012) or the individual support worker visit could have induced anxiety (Morrell, 2002) .
Low (2) Group interventions resulted in provider having less opportunity for one-to-one care (Klima et al., 2009 ).
Moderate (1) Deeper personal issues were not appropriate to be discussed in a group setting (Klima et al., 2009 ).
Moderate (1) Scheduling difficulties -whilst one provider did group care the other had to deal with everything else (Klima et al., 2009) .
Moderate (1) Potential for participants to become dependent on the intervention (Morrell, 2002) .
Low (1) Very low
Potential conflicts or threats to provider roles (Morrell, 2002) .
Low (1) Potential for invasion of (participant) privacy (Morrell, 2002) .
Low (1) Being unable to deal with unpredictable situations or those for which they were unqualified. Anxieties about their own abilities, skills and helpfulness (Morrell, 2002) . Certainty in CERQual (Glenton, et al., 2013 ) Synthesised findingwomen felt an intervention for prevention of PND should have included: (n=4/22) Education, specifically about the early weeks of parenting (Teate et al., 2011) .
Low (1)
Low (1) Very low
More intensive intervention, more visits and longer visits (Morrell, 2002) .
Low (1) Something different from the mainstream (CAM) (Doran and Hornibrook, 2013) .
Moderate (1) Low
Structure to the group aspect (Doran and Hornibrook, 2013) .
Moderate (1) More drinks / refreshments (Kennedy et al., 2009) . Moderate (1)
HCPs wanted (n=1/22)
Closer integration with other service providers (primary care team) (Morrell, 2002) .
Low (1) Very low
Target vulnerable groups (Morrell, 2002) . Low (1)
Discussion
This review presents women's and HCPs' perceptions of interventions designed for the prevention of PND. The findings offer insight in to the mechanisms of preventive interventions which were perceived by women and by HCPs as important to the success of the intervention and could therefore contribute towards an understanding of what might make a more successful intervention.
Although the quality of the study reports included in the review was low to moderate the studies were in general suitable for the purpose of the review. Although the quality of the studies would have been increased by limiting to only studies which could be identified as qualitative research (i.e., using both accepted methods of qualitative data collection and data analysis), important data may have been missed had this criterion been applied. It was not considered necessary to perform a formal qualitative sensitivity analysis to confirm this. For example, one study rated as low quality (Teate et al., 2011) provided insights from postnatal women reflecting on the information they had recognised, in hindsight, they needed from an antenatal intervention.
These insights provide potentially important information for the development of future interventions. The findings of the synthesis showed, what women thought was helpful, as part of group interventions, was support from other group members and HCPs, and that partner support was fostered. In individual interventions women felt they were able to rely on the HCPs and developed close relationships with them. Educational aspects of both group and individual interventions appeared to lead to empowerment through gaining knowledge about pregnancy, childbirth and the postnatal period, and about PND.
What women thought was unhelpful, in a minority of cases, was the presence and involvement of partners during group interventions, and in individual interventions some women felt they did not understand that the HCP was there to support them and not just the baby. Some women also commented that interventions ended too soon at a time when they were still in need of support. Women thought, what could have been included was more time for sharing experiences with peers during group interventions. Barriers to participation were associated with the stigma around asking for help, and practical difficulties such as not being able to get to appointments.
What HCPs thought helpful was that interventions were a helpful forum for the provision of support. They felt they could better develop relationships with the women when delivering care in a group setting, that better relationships between other HCPs involved in the woman's care could be developed, and that group care enhanced opportunities to teach and educate women.
What HCPs thought was unhelpful was the potential for development of over dependence on the HCP or service. What HCPs thought could have been included was to target vulnerable groups and to promote closer integration with other HCPs.
In terms of the implications for the development of preventive intervention for PND, although group care appears acceptable to the majority, a minority of women did not want group care, requiring that considered matching of intervention type to women should take place. Even those who expressed positive feelings about group care felt they would benefit from additional individual care. Individual care may again be suited to women with particular needs and preferences. The barriers to accessing support in individual care settings should be addressed, such as, the importance of ensuring women understand that the HCP is able to support their needs and not just those of the baby. A further consideration for all interventions is continuity of care from the same HCP or team and that interventions do not end suddenly, and without adequate follow-up, particularly if there is a fear that women may become over dependent on them.
The findings suggest that the way provision of information about PND is approached is important, as women were aware of problems of stigma around asking for this type of information. The evidence presented here also suggests that in the postnatal period, only after an intervention has ended, women may become aware of gaps in their knowledge. This presents a challenge around how to provide information that pregnant women may not think they need and highlights the need to consider the view of postnatal women when designing an intervention. Care should be taken to listen to HCPs' views on the development of a service, to encourage inter-disciplinary working, and address fears around professional conflicts and training for those with a non-clinical background, such as peer volunteers, to address a lack of confidence in dealing with difficult situations. Although most of the studies reported on the characteristics of the participants in terms of age and ethnicity, most did not report on the effect of these factors. Only one study reported that their intervention had been adapted to account for cultural differences (Gao et al., 2012) , and another was focussed on teenage mothers (Shanok et al., 2007) . The effect of such factors may be an important and overlooked consideration.
To our knowledge this is the most comprehensive qualitative evidence synthesis of user and provider perceptions of preventive interventions for PND. The strength of using qualitative data lies in its explanatory potential. Poor access to the service, including practical difficulties in getting to appointments, and physical limitations (bleeding) hindered attendance (Kennedy et al., 2009 ).
Moderate (1) Low
Unhelpful front desk staff, long waits, and "Brush offs" (Kennedy et al., 2009 ).
Moderate (1) Not understanding role of the service provider (Scott, 1987) .
Moderate (1) Not associating the depression with pregnancy/postpartum (Migl, 2009; Scott, 1987) .
Moderate (1); High (1)
Moderate
Perceived stigma related to the admission of not being able to cope (Migl, 2009; Scott, 1987) .
Moderate (1); High (1) Being unable to see use of strategies learned during pregnancy for the postpartum (Migl, 2009 ).
High (1) Low
Being unable to find the time to implement strategies learned (Migl, 2009 ).
High (1)
Limitations
Limitations include the fact that the majority of the included studies were of moderate or low quality, as assessed using CerQual (Glenton et al., 2013) . Word limits imposed by journals may have contributed to this. Such limitations may result in a lack of rich data consistently across all studies, limiting to some degree interpretations that can be made, particularly for some of the minor themes identified. The methods used to generate data may have contributed to this limitation as some studies used methods such as open-ended questions on a questionnaire, and an online forum. While the meta-themes identified were supported by a number of studies and were supported by the CerQual assessment, a number of other findings reported here did not offer the same strength of evidence. Whilst the validity of these findings should not be understated, it may be the case that further research is required to ascertain their generalisability and importance in the development of future interventions.
